Bosnia and Herzegovina has experienced a sharp increase in mental disorders over the past 20 years. Much of the population is still suffering from the consequences of the war that ravaged the Balkans in the 1990s (Priebe et al., 2010) . The most common mental disorders are depression, anxiety and disorders related to stress or domestic violence, as well as some more serious pathologies such as acute psychotic conditions and dementia. Of particular concern is alcohol and substance misuse among young adults suffering from transgenerational trauma in relation to the conflict. (On intergenerational transmission of trauma in general, see also Bowers & Yehuda (2016) , Devakumar et al. (2014) and Jordanova (2012) .) These disorders are exacerbated by high unemployment and widespread impoverishment. An ageing population and increased life expectancy have led to an upsurge in mental health problems that tend to affect the elderly, in particular, dementia.
Prompted by a wave of deinstitutionalisation in mental health services across Europe since the 1970s, Bosnia and Herzegovina launched a comprehensive reform of its mental health services around 10 years ago, with a view to finding a balance between out-patient or in-patient care and the development of community-based services. Efforts to phase out mental asylums as an intervention model and to reduce the rate of hospital admission pose a real challenge in a context where public attitudes to those experiencing mental illness still result in stigmatisation and social exclusion. The Swiss Agency for Development and Cooperation has supported this reform since 2010 in the country's two political entities (Federation of Bosnia and Herzegovina and Republika Srpska), in partnership with the Swiss cantons of Jura, Fribourg, Bern and Geneva.
An integrated approach with high-quality care
As in Moldova and, more recently, in Ukraine, Swiss support in Bosnia and Herzegovina aims to promote equal access to health services and to improve the health and well-being of people living with a mental illness or those at risk of developing a mental disorder. Seeking a comprehensive approach, it also includes measures to reduce risk factors, ensure continuity in community-based care, and to fight stigmatisation and improve the social inclusion of people with mental health issues, working alongside social services, the police and educational institutions. A network of 72 community mental health centres has been established across the country.
The approach is based on interventions at three levels: the administrative and legislative framework, the provision of health services, and within the community itself. It encourages patients and the general population to demand high-quality services at an affordable price. Its work is based on an extensive network of partnerships with, for example, Swiss experts and institutions, central, federal and local authorities, professional associations, accreditation agencies and patient associations.
The first phase of the programme was devoted to adapting the legal and administrative framework for providing community-based mental health services; getting this care covered by health insurance was a major achievement. Moreover, a new law was enacted to require all institutions admitting patients with mental disorders to undergo regular inspections by independent bodies. Staffing requirements for the community mental health centres were laid down by the relevant authorities. Accreditation agencies in both political entities received training in capacity building, and the centres received support in the certification process and in applying the new standards.
The new centres set up under the programme provide high-quality services wholly within the primary care setting. They offer new forms of therapy with reasonable waiting times, made possible by the establishment of multidisciplinary teams comprising a psychiatrist, a psychologist, a nurse and a social worker. These teams also run public health and prevention campaigns within the community. The Swiss cantons involved provide considerable technical assistance in relation to occupational therapy and new patient management strategies, such as case management. A partnership with the public health institutions of the country's two entities has organised nationwide campaigns to tackle depression and anxiety. As a result of such joint activities, hospital admission rates for people with a mental illness have decreased by 30% since the start of the interventions.
Reducing stigmatisation and improving social integration
The approach also includes coaching by an internationally acclaimed psychiatrist specialising in countering stigmatisation of and discrimination against people with mental health problems. Patient associations have been set up or revived, and their members have received personal development training to help them share and talk about their experience and rebuild their selfesteem. New forms of therapy have helped most patients return to society, and some have even resumed their work.
This large-scale awareness campaign has helped change public attitudes to people with a mental disorder. A wider range of people are now interested in a better understanding of these pathologies, and journalists are less prejudiced when dealing with the subject. Mental health has become an issue covered by television debates and reports. Professional caregivers now interact with their patients with more empathy and respect.
By fostering equal access to services and promoting closer cooperation between local authorities and their communities, as well as increased patient participation in healthcare decisions and the development of shared social values (i.e. against stigmatisation), the programme helps to build social cohesion in a context where many factors tend to undermine such integration.
Major challenges and opportunities
Specific measures are being explored to guarantee the sustainability of the facilities put in place by the programme. The same applies to supervision of service quality, organisational capacity building and professional skills development for staff. Priority is given to supporting national institutions to ensure that they can perform these tasks. For example, professional associations that are better structured could have a key role in training and the quality assurance system, resulting in a more unified advocacy system.
To improve performance, the project intends to develop the management capacity of staff, e.g. in integrated human resources and business planning, financial management, monitoring and evaluation, negotiation and communication. A culture of quality and the associated benefits is encouraged so as to guarantee compliance with the standards developed and facilitate the re-accreditation process. Other current priorities include staff protection measures and better working conditions, particularly to reduce the risk of workplace stress.
There is now also increased collaboration among the various local actors, such as the healthcare facilities and the social and educational sectors, and increased dialogue with the municipalities so as to ensure continuity of care and keep the associated costs under control.
To ensure better coordination and proactive collaboration with the psychiatric hospitals, there are plans to improve the referral system and build mutual trust in a society that still has some deep-rooted reservations about the deinstitutionalisation of mental health services.
The programme has invested vast resources into strengthening the institutions responsible for drawing up and implementing national prevention programmes for mental disorders. These structures still have limited capacity, however, with highly fragmented activities and only occasional contact with the community mental health centres. Moreover, the public awareness and prevention campaigns run by the staff of these centres within the community are not organised as part of any structured framework, and are not officially planned or monitored.
There are plans to strengthen the patient associations by improving their structure and increasing contact with the umbrella organisations, professional associations and the institutions engaged in defending the rights of patients facing discrimination. Opportunities for social entrepreneurship are also being explored. Given that individuals with mental disorders tend to adopt higher-risk lifestyles, awareness campaigns regarding tobacco and alcohol consumption and balanced nutrition will also be run within the associations.
It is hoped that the process adopted for the reforms of mental health services in Bosnia and Herzegovina will be applied in other Eastern European countries to move from institutional care to community-based approaches.
SPECIAL PAPER
Bearing the cost of the American dream: reflecting on street homelessness in America
This paper is a British psychiatrist's personal reflection of the treatment of homeless people in American societies. Drawing upon theories of social distance, exclusion, discrimination and internalised stigma, this reflective piece suggests that homelessness is one price that certain societies pay to invest in the notion of individualised success and self-sufficiency. In reflecting on his own dissonance, the author argues that these societal processes exert a powerful influence on us as individuals, even if we as psychiatrists might think that our understanding confers on us a certain level of understanding. 
Un-seeing
Homelessness has a broad meaning. Street homelessness refers to people who 'routinely find themselves on the street during the day with nowhere to go at night ' (Diaz, 2006) . It incorporates the term rough sleepers (people who sleep in the open air or places not designed for human habitation) as well as those who use temporary shelters, prisons and hospitals. Statistics on the number of rough sleepers are woefully inadequate, but best estimates suggest there were between 3000 and 4000 street homeless people in New York in 2016 (NYC Open Data, 2017) . This is equivalent to the entire street homeless population of England for the same year (DCLG, 2016) .
However, my epiphany came not in New York, but in Skid Row. This is one of the most impoverished areas of Los Angeles, with one of the greatest concentrations of street homeless people in America. I was visiting the (remarkable) Skid Row Housing Association, and my journey through the neighbourhood took me through street after street of simple tarpaulin tents with people in flagrant psychosis outside or intoxicated in the gutters. What was most astonishing was that 
